Competency-based education prepares trainees to perform tasks occurring within the context of practice. There are currently no geriatrics-specific, competency-based consensus performance standards for medical students.
The authors present the results of a systematic, multimethod process to identify and define the minimum geriatrics-specific competencies needed by a new intern to adequately care for older adults. An alpha draft was crafted by geriatricians, identifying measurable performance subtasks associated with accepted standards of evidence-based geriatric care, patient safety, and "do no harm" within the first-year resident's expected scope of practice. The competencies were then assessed for content validity by key stakeholders and informants. Of the 315 respondents, 26% were geriatricians, 21% family physicians, 24% general internists, 6% neurology program directors, 14% surgery program directors, and 9% other. Twenty-four were decanal appointees. Faculty from almost half (44%) of U.S. medical schools and representatives of several major medical education organizations were present at the working conference. Setting minimum geriatric competency standards establishes the performance benchmarks for medical school graduates who as first-year residents will care for geriatric patients. Only halffacetiously, they are referred to as the "Don't Kill Granny" competencies. Achievement of these minimum competencies by medical students, grounded in evidence-based principles of quality care for older adults, will assure that, each year, older patients are in safer hands on July 1. 
Competency-basededucationprepares
trainees to perform tasks occurring within the context of practice. Teaching to competency differs from traditional instruction. It begins by stating the performance we expect of our graduates in the workplace and then designing the medical school curriculum to prepare our learners to achieve that performance through deliberate practice in applying the underlying knowledge, skills, and attitudes. As patients 65 and older currently comprise 28% of the physician workload in primary care, 32% of surgical care, 43% of medical specialty care, 43% of emergency medical care, and account for 48% of hospital days, 1 physicians must be competent to care for geriatric patients when they graduate from medical school. In April 2008, the Institute of Medicine (IOM) 2 issued a report, Retooling for an Aging America: Building the Health Care Workforce, that made the following recommendation: "All licensure, certification, and maintenance of certification for health care professionals should include demonstration of competence in the care of older adults as a criterion." Review of the published and Web-based literature reveals that there are no geriatrics-specific, competency-based consensus performance standards for medical students; rather, there are lists of objectives. [3] [4] [5] [6] [7] [8] 12 In 2000, recognizing the need to prepare medical students to care for geriatric patients, the John A. Hartford Foundation (JAHF) began support for 40 medical schools to enhance such training. To disseminate the curricular strategies associated with these innovations, Academic Medicine published a report from each JAHF-funded school in a July 2004 supplement. These 40 schools linked their curriculum efforts to the American Geriatrics Societies' objectives for medical student education. 3 Learning outcomes focused on students' establishing a relationship with an older adult to improve understanding of the interrelationship of disease, lifestyle and social issues, enhanced knowledge of the differences between normal and abnormal physical changes related to aging, health care systems and insurance, multidisciplinary team care, and ethical issues in geriatric care. 9 Dissemination of these curriculum strategies and associated findings was a critical step in illuminating the opportunities and gaps in preparing medical students to care for our aging population. However, the range and variation of targeted objectives, strategies, and outcomes emerging from these reports has created a challenge for medical educators striving to balance what geriatric competencies are needed by all medical student graduates and what are important but not critical.
We present the results of a systematic, multimethod process to identify and define the minimum geriatrics-specific competencies needed by a new intern to adequately care for older adults, an outcome we only half-facetiously refer to as the "Don't Kill Granny" competencies. We identified measurable performance subtasks associated with accepted standards of evidence-based geriatric care, patient safety, and "do no harm" within the first-year resident's expected scope of practice. Setting minimum geriatric competency standards establishes the performance benchmarks for all U.S. medical school graduates who as first-year residents will care for geriatric patients. As each medical school operates within its own context and specific objectives, the process for assuring that students receive the education/preparation needed to achieve the minimum geriatric competencies by graduation will vary, but we believe that the competencies outlined below should be achieved by all U.S. medical school graduates. Table 1 provides an overview of our process and timeline used to develop geriatric competencies for medical students. We modeled the initial process, identifying domains and then competencies, after that used by the Florida Consortium for Geriatric Medical Education (FCGME). 7 10 They were selected on the basis of their willingness to participate and assist with the final documents from the working groups and their ability to facilitate a group. Committee members participated in drafting the conference agenda, leading the discussion groups, capturing the outcomes of the group discussion, and presenting outcomes to the larger group.
Process Overview and Timeline

Content Domain Identification and Creating an Alpha Draft
As depicted in Table 1 There were 315 survey respondents: 26% geriatricians (n ϭ 81), 21% family physicians (n ϭ 67), 24% general internists (n ϭ 77), 6% neurology program directors (n ϭ 20), 14% general surgery program directors (n ϭ 43), and 9% other (n ϭ 28). Of the survey respondents, 24 were decanal appointees responsible for medical student education (e.g., associate dean for medical student education, assistant dean for curriculum). For each competency, we averaged the percentages of all respondents who replied must or should.
More than 75% of key informants reported that interns must or should be competent in 24 of the 35 competencies. Of the remaining 11 competencies, at least 58% of respondents indicated must or should for each (median 66%; range 58 -74%). To compare responses by discipline, "agreement" was defined as Ͼ70% of a specialty's respondents indicating that their interns must or should have this competency at the start of their internship (i.e., Յ30% said that interns do not need this competency). Using this definition, general surgery agreed with 69% of the competencies (the lowest rate of agreement), whereas geriatrics had the highest rate, 94% (Figure 1 ).
The content validity process was robust, involving more than 300 clinicians, the majority of whom were not geriatricians.
Many, but not all, disciplines who offer a postgraduate year one were represented in the process, with some specialties like pediatrics excluded because of relevance, and others, like otolaryngology, excluded because of small numbers of respondents. The short turnaround time for survey responses and/or the distribution list requirements of selected program director organizations limited access to adequate numbers of program directors in obstetrics-gynecology, psychiatry, or emergency medicine. Response rates to our e-mail invitations (embedded in the society's electronic newsletters and e-mail blasts) were low. Those who responded probably had the strongest predilection for geriatrics, but they also are most likely to be able to identify the critical competencies.
Consensus Conference
The alpha competency draft and content validity survey results served as the focus for a 2.5-day working conference attended by 98 people who responded to a combination of targeted invitations and general announcements about the conference. An HTML e-mail message was sent to more than 3,000 medical school faculty at all U.S. and Canadian medical schools involved in the 40 AAMC/JAHF educational programs for medical students. In addition, announcements of the conference were printed and distributed at the regional 2. The competencies must be important to patient care that is likely to occur at the start of one's internship.
3. The total number of content domains and competencies should be limited, with no more than eight domains, and no more than five competencies in each.
4. The competencies should be similar to quality indicators in that they are the "floor" behaviors and could be taught and evaluated at any medical school. They are not meant to limit what the "ceiling" could be.
5. The set of competencies, derived from evidence-based standards and reflecting broad-based key stakeholder input, must be completed in less than six months to serve as the working document for a consensus conference. 
Finalizing the Competencies
After the conference, members of the Steering and Conference Advisory Committees reviewed the final competencies and associated domains to provide consistency in terminology and to assure that the competencies were performance oriented and measurable and that they followed from the statement, "The graduating medical student, in the context of a specific older adult patient scenario (real or simulated), must be able to…."
The reframed competencies were then circulated to the conference working group leaders associated with that domain for review and comment.
Competencies were revised, and the final document was then circulated electronically to all conference participants for their approval. Ninetythree percent have responded; all approved the final document. The final document consists of 26 competencies nested within the eight content domains (List 2).
Reflections and Future Work
The eight domains and 26 competencies identified through a multimethod consensus process present the floor-a minimum standard for performancenot a ceiling. Faculty from almost half (44%) of U.S. medical schools and representatives of several major medical education organizations participated in the consensus conference, with significant participation from other key informants across specialties during the initial competency development process.
For each domain, the specific competencies identify observable behaviors that medical students must demonstrate to prove competency. The importance of synthesis and integration, obtaining corroborating information, and working with caregivers and with the interdisciplinary care team has been made explicit within the appropriate competencies. Other behaviors and actions are less explicit, recognizing the limitations of measurement and medical school resources. For example, a competency that states "Interact with older adults without exhibiting ageism" might be difficult to evaluate, yet it can and should be addressed through instructional methods and strategies because it is a critical affective objective for all physicians and underlies many of the competencies listed.
Recognizing that the medical school curriculum is overwhelmed with "new" content areas (e.g., genomics, bioterrorism, quality improvement, global health), our highest priority was to minimize the number of competencies. For this reason, certain competencies in the alpha draft, such as the transient causes of urinary incontinence, did not make the final version. Others, such as frailty, were eliminated because of the lack of an agreed-on gold standard for diagnosis, whereas theories of aging were considered irrelevant to the care provided by a new intern. Consensus was achieved on the standard requiring that all students be competent in assessing gait, mental status, and function, but there was marked resistance at the consensus conference to requiring the use of a standardized tool for doing this, so the method of patient assessment was omitted.
For the last several years, the term "competency" in medical education has been assumed to refer to the six Accreditation Council for Graduate Medical Education (ACGME) competencies: medical knowledge, patient care, practice-based learning and improvement, interpersonal and communication skills, professionalism, and systems-based practice. 11 However, the term "competency" has a long history in education as the term used to refer to required performance associated with a task/job. Although the medical student geriatric competencies were not written to fit specific ACGME competencies, each geriatric competency does match at least one of the six ACGME domains. For example, "Develop an evaluation and nonpharmacologic management plan for agitated demented or delirious patients" could be considered patient care (in the context of an actual observed patient encounter), medical knowledge (as an examination question), interpersonal and communication skills (as an OSCE station dealing with the family and/or staff), professionalism (as a 360-degree evaluation from the student's patientcare team), or systems-based practice (working with nursing to develop a protocol for nonpharmacologic management), depending on how a particular school has framed the ACGME competency domains and its curriculum.
The next steps in the process of incorporating these competencies into medical school curricula and in achieving the IOM goal of building a workforce competent to care for an aging America List 2
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Medication Management seem clear. Specific evaluation tools must be identified and, if necessary, developed, and a tracking system must be established to support medical schools' achievement of these competencies. Concurrently, the competencies we present provide a starting place for determining which additional proficiencies would be expected of the residents, fellows, and practicing physicians in every discipline, as performance expectations in medical training increase by training levels. For example, medical students have neither prescribing privileges nor primary responsibility for a patient's care; competencies for residents would need to explicitly address these added roles. Additionally, we view these competencies as dynamic, not static, and we recommend that these standards be reconsidered every five years to incorporate new knowledge, models of care, and changes in medical education.
All medical educators share a common goal of excellence in medical education and trainee performance. The systematic, multimethod approach to achieving consensus on minimum standards presented in this paper presents a model in the stepwise progression of competency-based education in geriatrics. The proceedings from the AAMC/JAHF Geriatrics Consensus Conference will be disseminated as part of the series of reports from the AAMC's Medical School Objectives Project. Medical students' achievement of these minimum competencies, grounded in evidence-based principles of quality care for older adults, will assure that, each year, older patients are in safer hands on July 1.
